Occupations.-This varied greatly. Where a terminal pericarditis complicated renal disease, the patients were mostly in the building trade (bricklayer, carpenter, painter, builder's handy-man, labourer, "engineer"): one was a scene-shifter. Among the rheumatic cases were two boys, one a lamp-washer and the other a basket-washer. Most of the patients had occupations necessitating an outdoor life, but this is not remarkable among the class from which the hospital draws its cases.
Previous Illnesses.-Among the 23 patients in whom pericarditis complicated acute pneumonia, 3 had already suffered with lung inflammation, 4 had previously suffered from acute rheumatism, 1 from tonsillitis, and 2 were alcoholics. Of 29 cases supposed to be rheumatic in origin (because they arose out of articular rheumatism, or were complicated by chronic endocarditis), there was a history of previous attack or attacks of acute rheumatism in half. Endocarditis, old or recent, was present in all: In 18 cases acute articular rheumatism accompanied the onset of the pericarditis.
Concurrent Illness.-Acute rheumatism was present in 18 cases, chronic endocarditis in 11 cases. Acute pneumonia was present in 23 cases, complicated by empyema in 5. Broncho-pneumonia was present in 8 cases, all infants or young children. Simple pleurisy accompanied pericarditis in 2 cases. Empyema was present in 18 cases (including 5 cases of pneumonia and 2 of bronchopneumonia, mentioned above). Empyema was bilateral in 4, left-sided in 9, and right-sided in 5. In one case with bilateral empyema, purulent peritonitis was also present. Malignant endocarditis was present in 2 cases. Pyemia was present in 18 cases. In 5 this was attributed to infections of wounds, sores, or abrasions, in 1 it followed childbirth, in 1 an abscess of the iliacus muscle, and in 2 was unexplained. The remaining 8 were bone cases. Renal disease was complicated by pericarditis in 14 instances, 12 were cases of granular kidney, 1 of cystic kidney, and 1 of recent nephritis with renal thrombosis. Malignant disease in the mediastinum caused pericarditis in 2 instances. The growth was lymphosarcomatous in one and carcinomatous in the other. In 1 case a chronic abscess of the ovary was associated with pericarditis, of which it was regarded as the cause. Pulmonary phthisis, with lardaceous disease, was found in one case, and another occurred in a patient with chronic tuberculosis of the hip, but in neither of these did the pericarditis appear to be tuberculous. Three cases of tuberculous pericarditis, two in patients with phthisis and one in a child who died of tuberculous meningitis, have been excluded, because they all were adhesive and unaccompanied by effusion.
Course and Duration.-The pericardial inflammation was acute and latent (undiscovered) in no fewer than 51 of the 112 cases (including simple pneumonia 15, empyema complicating pneumonia or broncho-pneumonia 6, empyema alone 3, pyaemia 13, and renal disease 4, with others). Of the cases where pericarditis was recognised during life, the average duration of the disease appeared to be a little over a week in fatal cases. The longest period before death was twenty-eight days, and the shortest less than twenty-four hours.
Symptoms and Physical Signs.-The aspect of the patient is for the most part not described in the notes. Where mention is made of it, it is variously spoken of as " anxious," " distressed," " restless," ' flushed," &c. Posture again nearly always escaped record. In only 10 instances is orthopncea definitely mentioned. In 7 cases the patient was described as recumbent. The presence in most cases of such diseases as valvular lesions and pneumonia renders the notes of posture of little value with regard to the effect produced by pericardial effusion itself. Cyanosis is definitely mentioned in 26 cases, and in all save 3 of these either mitral disease or pneumonia was present. The exceptions were an alcoholic, a patient suffering from advanced phthisis, and one case of granular kidney. Dyspncea is mentioned in 67 of the 112 cases. In 10 of these orthopnoea was present, and in 10 others the dyspnoea is described as "great" or "well marked." In all the cases of urgent dyspnoea except one, either valve lesions or pulmonary consolidation were found. In the remaining case empyemata were present on each side. Cough was definitely mentioned in 42 cases, but no importance can be attached to the number, since it was frequently not recorded in cases of pneumonia. Whooping-cough was present in one case. Vomiting was only occasionally mentioned as a feature. It was well marked in the case of whooping-cough, and in 4 of the renal cases. It was also noted in 7 of the heart cases and in two of the pymmic ones. Preecordial tenderness was only mentioned in 4 cases.
The Pain of Pericarditis.-Prncordial pain was present in 19 cases. Epigastric pain was present in 6 cases. Combined precordial and epigastric pain in 3. Anginoid pain, extending down the left arm, was associated with prmcordial pain in 2 cases. In both of these old mitral disease was present, but there were no aortic lesions. Pain in the left side of the chest, or in the axilla, was complained of in 12 cases, and in all these the pleura on that side was inflamed as well as the pericardium. In 3 cases the pain was right-sided ; all these were cases of right pleurisy. The Temperature.-As would be expected, considering the various circumstances under which pericarditis may arise, no definite temperature chart can be deduced from the cases as a whole, but certain points with regard to the fever are evident. (1) The temperature was uniformly higher in the cases associated with pneumonia, 1040 F. being a common maximum. (2) Of the cases judged to be rheumatic, the maximum temperature was on an average fully two degrees lower than in those due to pneumonia-i.e., about 1020 F. In two cases, however, hyperpyrexia was present, and in four no fever. (3) In pyeamic cases the maximum temperature was high, ranging from 1040 to 105°F. (4) The chronic renal cases form a class by themselves. In all save two the temperature was normal or subnormal. Even in the exceptional cases the temperature only rose on the day of death (102-60 and 1030 F.), in each instance some days after the discovery of the pericardial friction. (5) The degree of pyrexia in no way served to indicate the nature of the pericardial contents. Fever was often as high when the effusion was serous as when it was purulent. Pus was occasionally present with a temperature which was subnormal or but slightly febrile.
The Pztlse.-Owing to complications present in nearly all cases there is no direct evidence of the influence of pericarditis on the pulse-rate. The rate was rarely below 120, and terminal rates of 150 to 180 were registered. Twice the pulse was noted as intermittent, and in one of these the intermissions were respiratory in rhythm. It is noteworthy that in six of the renal cases the pulserate was not increased by the advent of pericardial inflammation.
Praecordial Bulging and ( §Ederna.-CEdema of the praceordial region was not mentioned. In only one case was there evidence of bulging, and this was an infant in whom pericarditis was overlooked, but the left side of the chest at the nipple line measured one third of an inch more than the right. (Edema of the legs and sometimes of the abdomen was noticed in 21 cases. In 13 this cedema was associated with valvular lesions, and in 7 with chronic renal disease. The remaining case was one of phthisis, with extensive lardaceous changes in the kidneys and other viscera.
Character of the Cardiac Irnpulse.-Of 59 cases where the character of the impulse was specifically noted, it was absent in 10, forcible in 5 (3 renal, 2 cardiac hypertrophy from mitral disease), and in the rest was noted "not strong," "feeble," "feeble and diffuse," "wavy." In 10 cases where the impulse could not be felt, the exudation was mainly plastic in 2; in 8 fluid effusion was present in amounts varying from a few ounces to fifty. In some cases it was bloody, in some serous, and in some purulent. Pericardial Fremitus.-This is only mentioned in 10 cases, 4 of which were renal. In all the fatal cases but one the heart was hypertrophied and the amount of effusion not great. One was an operation case, where only 2 oz. of fluid were obtained. Pericardial Flu,ctuation is not mentioned in any case. Area and Shape of the Pericardial Dtllness.-Owing to the frequency with which pericarditis was latent or terminal, there are only 39 cases out of the 112 in which accurate data with regard to the pericardial area are forthcoming. The most explicit accounts are in the cases of rheumatic origin. The pericardial areas were larger in this class than in the others, but the extent was no indication of the amount of fluid which is present, being largely due to the size of the heart. In many of these cases hypertrophy of the heart had long preceded the pericardial inflammation. In the group of cases where pericarditis complicated pneumonia accounts of increase in the area of cardiac dullness were lacking save in one instance, and in this one mediastinal infiltration was present, as well as pericarditis. In the terminal pericarditis of chronic renal disease (granular kidney) the dull area was, with one exception, evidently due to cardiac hypertrophy rather than to the amount of effusion.
The Upper Limit of Dullness. Attention was directed to the records of upward extension of dullness along the left side of the sternum. In two cases the dull area passed above the second left costal cartilage. One of these was a case of granular kidneys with mitral obstruction, hypertrophied heart, and 18 oz. of serous effusion. The other was a case of rheumatic endocarditis in which fluid was encysted in the back of the sac, the remainder being obliterated by adhesions. In 19 cases the dullness reached to the second left costal cartilage, but in 7 of those it was entirely cardiac. In the others varying amounts of effusion were present, mainly serous. The maximum amount in these cases was 55 oz. In 12 cases the dullness only reached the third left costal cartilage, and in these the quantity of fluid was insignificant.
The Right Limit of Dullness.-The maximum extension to the right was 9 in. outside the right nipple. This occurred in the case of granular kidney, with 18 oz. of serum mentioned above. In 2 cases, both children and both rheumatic, the dullness reached to the right nipple; in one 20 oz. of fluid were found, in the other only 7 oz. In each case the heart was hypertrophied. In 13 cases the dullness was not traced beyond the right sternal edge, and in the rest it overstepped this by distances varying from i in. to 2 in.
The Left Limit of Dullness.-Percussion dullness extended to the posterior axillary line in 1 case, which was one of the children mentioned in the preceding paragraph, a boy aged 11. Dullness reached into the axilla in 2 cases, and, curiously enough, in neither of these did it extend appreciably to the right of the sternum; in each instance the large area was due to enlarged heart rather than to excess of effusion. Dullness extended to the anterior axillary line in 3 cases; in all of these the heart was large, and the amount of effusion not great. The remaining cases, including those with the largest effusions, showed areas of dullness which extended from 2 in. to 12 in. outside the left nipple.
Of Skiagraphic Examinations and Blood Counts there are no records. Bacteriological Examinations.-Staphylococcus albus was recovered from the blood in 1 case of pericarditis with mitral disease. A streptococcus, probably pyogenes, was found in the blood from a case of malignant endocarditis and Staphylococcuts pyogenes aureus was grown from an abscess in an obscure pycemic case.
Condition of the Pleural Sacs.-A passive serous effusion existed in 16 cases. This effusion was left-sided in 2 cases (28 oz. and 16 oz.); right-sided in 3 cases (22 oz., 10 oz. and 2 oz.); bilateral in 11 cases, but in 6 of these the quantity was inisignificant. In the remaining 5 the quantities were: Right 32 oz., left 12 oz.; right 10 oz., left 10 oz.; right 8 oz., left 10 oz.; right 35 oz., left 10 oz.; right 40 oz., left 40 oz. In none of these cases of passive serous pleural effusion did the pericardium contain pus, although its contents are described as turbid in 6 cases and blood-stained in 4. A purulent pleural effusion was present in 18 cases, and in 13 of these the pericardial fluid was also purulent, whilst in 2 it consisted of turbid serum, in 2 was blood-stained, and in 1 a myocardial abscess had led to rupture of the left ventricle. In 5 cases the empyema complicated lobar pneumonia and in 2 broncho-pneumonia. In 1 it resulted from pneumococcal abscess of the tibia, 4 were cases of pyaemia, 1 a case of malignant disease of the lung. In 5 cases the empyema appeared to be the primary disease. The empyema was right-sided in 5 cases, left-sided in 9 cases, bilateral in 4 cases. Of the primary empyemata 3 were left-sided, 1 right-sided, and 1 bilateral. Three of the primary empyemata were drained during life, three were overlooked.
Condition of the Lungs.-Clinically, pneumonia was recognized in 20 cases.
In 13 of these the left lower lobe was the part involved, in 10 alone and in 3 in conjunction with other parts. The right lower lobe was consolidated in six cases, in 2 of these alone and in 4 in conjunction with other parts. There were also 3 cases in which pneumonia was present, but no notes made of the physical signs during life. Broncho-pneumonia was present in 8 cases, all infants or young children. Suppurating infarcts were present in 7 cases, all pyaemic. Massive collapse of the left lower lobe, uncomplicated by pleural effusion, occurred in 4 cases. The physical signs present were dullness near and below the lower angle of the left scapula, and tubular breath sounds in the same situation. In 1 case tubular breathing was also heard in the left axilla.
Treatment.-The general treatment consisted in the administration of salicylates to the rheumatic cases and the use of such cardiac stimulants as digitalis and strychnine. In a few instances opiates were administered. Leeches were applied to the praecordium in at least 11 cases. Blisters were only mentioned in 2 cases, but the records are probably at fault.
Operative Treatment.-In only 3 cases was operative treatment directed towards the pericardium; these cases were rheumatic. One was aspirated through the fourth left interspace, 41 oz. of blood-stained fluid being withdrawn. This patient had old mitral disease and died subsequently. The layers of the pericardium were then adherent. In a second case, portions of the sixth and seventh left costal cartilages were removed, the reflection of the pleura displaced, and 2 oz. of blood-stained serum evacuated. This patient made a good recovery. In a third case, the pericardium was aspirated through an incision in the subcostal angle. Between 4 oz. and 5 oz. of blood-stained serum were withdrawn, and a drachm of sterilized liquid paraffin injected into the sac with a view to prevent adhesions. This patient also recovered. Where empyema was recognized, it was invariably drained by rib resection. Five cases were treated in this way; in only one of them was the empyema right-sided. Serous pleural effusions were treated by aspiration, the right pleura being aspirated in 4 cases and the left in 3. Dry tapping is mentioned in 2 cases, each at the right lung base.
Mode of Death.-In most cases this appeared to be due to cardiac failure.
Conditions found at Post-mortem Examination.-The mediastinum was cedematous in 3 cases, inflamed in 1 case, the site of small sub-pleural abscesses in 1 case, indurated in 1 case, and infiltrated with growth in 2 cases. In cases where the pericardial exudate was purulent the sac was, with few exceptions, described as thickened and inflamed. In cases of serous effusion it was mostly described as inflamed and shaggy, but little mention being made of thickening.
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